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ABSTRACT 

Since suicide may provoke emotions of fear, anxiety, 
disbelief, and anger, attitudes of avoidance and indifference may 
occur. This booklet on the issue of suicide was written to provide a 
university community with a framework of information and some methods 
of intervention, and to develop some expectations. Sixteen myths 
about suicide which deter individuals from becoming involved are 
listed along with the facts that contradict the myths. Although there 
is no single pattern or causative factor in suicide, indicators such 
as a feeling of hopelessness and a belief that things are ''out of 
control" are among the most frequent. Intervention processes are 
discussed, as well as how to assess the circumstances (method, 
intentions, mitigating circumstances). The direct, caring question 
"Are you thinking of commiting suicide?" is recommended. Five points 
to remember in intervention are listed. Referral agenciss at the 
University of Minnesota are listed. Recommendations on dealing with 
the aftermath of a suicide are provided. A bibliography is included. 
(ABL) 
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Dedication. 



This booklet is dedicated to the me...ory of Andrew 
Strom, a University student who committed suicide. It 
is hoped that this information will aid in the interven- 
tion and prevention of suicide. And, that suicide will 
be discussed openly with individuals who are contem- 
plating suicide and the survivors of those who have 
committed suicide. 

The Suicide Prevention Fund, established in An- 
drew's memory, made possible the publication of this 
booklet. 
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Introduction. 



Suicide is not a neutral word, it is not a neutral behav- 
ior. As a word it evokes apprehension and creates a de- 
sire to avoid or detach oneself from a discussion. As a 
behavior it evokes powerful emotional reactions re- 
gardless of the outcome. Fear, anxiety, disbelief and 
anger are but a few of the emotions that create an atmo- 
sphere which impedes a discussion or involvement in 
the issues of suicide. As a consequence, attitudes and 
actions of avoidance and indifference occur. However, 
with adequate information and the creation of realistic 
expectancies, this avoidance and indifference may be 
alleviated and replaced with positive actions and reac- 
tions. That is the purpose of this booklet. It is not a psy- 
chological treatise nor an all-inclusive reference. 
Rather, it is written to provide a framework of mforma- 
tion, some methods of intervention and to develop 
some expectations. It is written in the hope that mem- 
bers of the University community— faculty, staff, stu- 
dents — will engage in the creation of a caring and 
confrontive community which will present the suicidal 
person with some alternatives to his/her dilemma. 

Suicide is a traumatic event for the individual and 
for all of those people who have some connection with 
him/her. Shneidman (1972) has stated: 

Human understanding is the most effective weapon 
against suicide. The greatest need is to deepen the aware- 
ness and sensitivity of people to their fellow men. (pp 
108-109) 

Let this be the beginning of greater awareness and 
sensitivity by all of the University community. 
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The Issue is Suicide 



Suicide is a highly personalized and individualized be- 
havior in reaction to a perceived set of life stresses and 
situations. Statistics and demographics can shov^ the 
probability of suicide and that may be important to 
know. However, regardless of the data, the question 
for an individual v^ho becomes av^are that another per- 
son is possibly contemplating suicide is "Is this person 
here with me right now v^an ting to commit suicide and 
vs^hatcan Ido about it?" 

An encounter v^ith a suicidal person is alv^ays a 
deeply t notional experience. There is a fear of not 
knowing what to do, or doing the v^rong thing. But, 
the basic empathic "I care about you" indicates that 
there is hope and help, two key ingredients in the in- 
tervention process. Misinformation often prevents in- 
dividuals from becoming involved for fear of making a 
situation w^.^e. There are many myths about suicide 
which deter individuals from becoming involved. 
What are the myths and what are the facts? 

Myth: People who talk about suicide rarely attempt or com- 
mit suicide. 

Fact: Approximately 70-757c of the people ivho attempt or 
commit suicide have given some verbal or non-verbal 
clue to their intentions. 

The tendency toward suicide is inherited. 

Su xide has no characteristic genet ic quality. Su icidal 
patterns in a family are a resuU other factors and 
*my result from a belief in the myth which facilitates 
suicidal actions. 

Myth: The suicidal person wants to die. 

Fact: Suicided persons often reveal considerable umbwa- 
lence about living vs. dying and frequently call for 
help before and after a suicide attempt. 

All suicidal persons are depressed. 

Depression , iten associated icith suicidal feelings 
but not all persvus who attempt or commit suicide are 
depressed. A number of other emotional factors may 
be involved. 

Suicidal persons are mentally ill. 
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Myth: 
Fact: 



Myth: 
Fact: 




Fact: Matiy persons who have attempted or commited sui- 
cide would fiot have been diagtwsed as meutalli/ ill. 

Myth: Once a person has attempted suicide, sihe will always 
be suicidal 

Fact. After a suicide attempt, a person may be able to man- 
age his/her life appropriately and engage in no fur- 
ther suicidal action. 

Myth: Asking, ''Are you thinking about committing suicide 
will lead the person to a suicide attempt." 

Fact: A:king a direct, caring question will often minimize 
the anxiety a nd act as a deter ren ttosu icidal behavior. 

Myth: Suicide is more common in lower socio-economic 
groups. 

Fact: Suicide crosses oil socio-economic group boundaries. 

Myth: Suicidal persons rarely seek medical help. 

Fact: Studies of persons who have committed suicide indi- 
cate that 507c have sought medical help within six 
months of their action. 

Myth: Suicide happens without warning. 

Fact: Persians who have attempted or committed suicide 
usually give some indication of their intended behav- 
ior. 

Myth: "Good circumstances" prevent suicide. 

Fact: frequently the opposite is true. Physicians, dentists 
and psychiatrists have high suicide rates. 

Myth: Suicideand attempted suicide are the same class of be- 
havior. 

Fact: Attempted suicide is a behavior with its own chcrac- 
teristics, not just a failed suicide. It signals a dis- 
turbed situation. 

Myth: Motives or causes of suicide are readily established. 

Fact: Suicide is usually a lengthy and complex pattern of 
behavior where precise motives are difficult to ascer- 
tain. 

Myth: Suicide is related to iveather phenomenon. 

Fact: From studies it appears that neither suicide nor at- 
Q tempted suicide is significantly related to weather 
CD \C 'phenomenon. 



Myth: Improvement in a suicidal person means the danger if 
over. 

Fact: There is a significant danger within the first 90 day^ 
after a suicidal person is released from hospitaliza- 
tion. 

Myth: O/z/y a mental healt.. professional can prevent sui- 
cide. 

Fact: Suicide prevention by lay persons and centers has 
been an important, significant part of suicide preven- 
tion activities. 

These myths and facts were synthesized from 
wvorks by BHmhng and Miltenberger (1981), Resnik 
(1968), Resnik and Hawthorne (1973) and Shneidman 
and Farberow (1961). 



Some Indicators 

Approximately 70-759c of the individuals who attempt 
01 commit suicide DO give some indication of their im- 
pending action. What are some of the indicators? GoU- 
man (1971) lists some indicators of susceptibility 
toward self-destruction: previous attempts; suicidal 
threats; chronic illness; feeling isolated; grief; financial 
stress; severe depression; domestic difficulties; alco- 
holism; chronic use of other chemirals; a family history 
of suidde; and living alone. 

There is no single pattern or causative factor in sui- 
dde. However, most often there is an indication of a 
feeling of hopelessnes s and a belief that things are "out 
of control." These two feehngs, in particular, are strong 
indicators of potential suicide. 

All indications must be taker seriously. The indi- 
vidual's actions may be a "cry for help." But, if help 
does not arrive as anticipated, a suicide may result. It is 
not known how many suicides were cries for help that 
did not get communicated properly. It is known that 
the cry for help is prevalent among attempted suicides 
and needs a response. 
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Intervention. 



How to respond! Intervention is a scary process. The 
feeling of a rapidly pounding heart, sweaty palms and 
other indicators of anxiety will most likely be felt by 
anyone undertaking an intervention. Hiw to begin! 
The best intervention is to ask directly and caringly: 

Are you thinking about committing suicide? 

Asking will not put the idea into his/her head. 
Rather, if the person is thinking about committing sui- 
cide, s/he will finally have found someone ^.vho cares 
and is willing to talk about this "taboo" subject. The 
person is often relieved and able to begin an explo- 
ration of alternatives and to engage in some catharsis. 
If s/he is not suicidal, s/he may be greatly relieved to 
discover that things have not become "that bad." 

Some assessment of the circumstances needs to be 
made. How lethal is the proposed method of suicide? 
What are the person's exact intentions? What mitigat- 
ing ci'*cumstances might be present? 

The lethality of the plan can range from a well 
thought out action involving a very lethal method 
(hanging, shooting, poisoning, jumping — with the 
method very available) to a very low level of lethality (a 
nebulous idea with little feasibility of succeeding). The 
more specific the plan and the more lethal the method, 
the higher the risk. 

The persons's intentions can range from fleeting, 
vague thoughts about "maybe thinking about it" to a 
highly specific intention of dying. There is often a sig- 
nificant ambivalence about dying. The person may 
move back and forth from a high indication of a desire 
to die to a high indication of a desire to live. The greater 
the desire the die, the higher the risk. 

Mitigatinji circumstances are those factors which 
can negatively or p'^sitively affect the suicide process. 
Negative factors are those such as intoxication, alco- 
holism, disorientation, misperceptions of reality, con- 
fusion, high levels of stress and disorganization and 
feelings of hopelessness or being out of control. Posi- 
tive factors are those such as a supporting group of 
friends or relatives, good physical fitness, no previous 

ERiC 9 



suicide attempts or other indicators. The strongest fac- 
tor is a support group for the individual. 

It is important to determine if the person has the 
method immediately available. If so, s/he should be 
asked for the pills, gun, knife, etc. and theje should be 
removed for safekeeping. 

MOST IMPORTANTLY, remember that the direct, 
caring question should be a neutral one like "Are you 
thinking of committing suicide?" Questions like 
"You're NOT thinking of committing suicide are 
you?" indicate that the answer you want to hear is 
"No, I'm not." and do nothing to facilitate a resolution 
of the individual's suicidal crisis. 

The following are some points to remember: 

1) NEVER promise total confidentiality. Explain to the 
person that you may need to discuss the situation w. th 
another individual in order to provide the best possible 
service to him/her. 

2) BE ABSOLUTELY willing to discuss the suicidal 
thoughts and feelings of the individual in as much de- 
tail as possible to determine the imniediacy of the dan- 
ger, to determine the best referral source and to 
provide the person with an outlet for his/her thoughts 
and emotions. 

3) Verbally and non-verbally indicate YOUR genuine 
concern. 

4) Involve the person in a SUICIDE CONTRACT. This 
means asking the person to promise that s/he will con- 
tact you prior to attempting suicide in the future so that 
the two of you can discuss available alternatives. It 
sounds strange, but it works. 

5) REFER the person to an appropriate agency for assis- 
tance. AND, be willing to accompany the person to the 
initial contact session. 

Intervention is one aspect. You may come upon 
someone who has attempted or completed suicide. If 
appropriate, render assistance by aiding in stopping 
bbeding, untymg a rope, etc. In all instances, contact 
authorities for assistance. 

On campus — 133 for police emergency. 

Off campus— 911 for police emergency. 
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Be certain to give the dispatcher complete informa- 
tion as to the location of the incident, your perceptions 
of what has happened and await their arrival. 



Referral Agencies 

At the University of Minnesota: 

Mental Health Clinic, Boypion Health Service, 373- 
4022 

Student Counseling Bureau, 101 Eddy Hall, 373-4193 
Emergency Receiving, Univerbity Hospitals, 373-8543 

In the community: 

YES — crisis counseling over the phone, 24 hours a day, 
seven days a week. 339-7033 

NEON— face-to-face outreach counseling service from 
8p.m. t-'8a.m., 7nights a week. 339-0895 

Crisis Intervention Center (CIC)— 24 hour walk-in at 
Hennepin County Medical Center, 701 Park Avenue, 
Minneapolis. 347-3161 

Suicide Prevention Hotline — suicide counseling over 
the phone, 24 hours a day, 7 days a week. 347-2222 

There are other agencies available at varying times. 
These are the most available agencies. YES can provide 
further information on other community agencies. All 
of the above have no charges except ER. 



The Aftermath 

An attempted or completed suicide is always a trau- 
matic experience in a college setting. The survivors 
ha^'e to deal with the initial shock element as well as 
the lack of any established patterns of behavior upon 
which they can rely. Different reactions are experi- 
enced by peers, colleagues, staff, friends, faculty, par- 
ent and significant others. Particularly in a residence 
hall, staff need to be aware of these reactions in order 



to respond appropriately. 

Any or all of the following may be present: 
—feeling of abandonment. 
— disbelief, 
— confusio*;. 

—anger— both at the person and at self. 

— resentment. 

— anxiety. 

— bewilderment. 

— fear. 

— respect. 

— idealization of the person, 
—failure— "What didn't I do?" 
— blame — "I should have been able to . . 
—guilt— "It's my fault for not . . ." 
— humiliation. 

These are some of the most common reactions. 
Grief is a common reaction and individuals may expe- 
rience periods of denial, rage and anger, bargaining, 
depression and acceptance. 

The person who commits suicide puts his psycho- 
logical skeleton in the survivor's closet. 
(Shneidman, 1969, p. 22) 

Whetherthere is a completed suicide or an attempt, 
Shneidman's statement rather succinctly de' nes what 
happens. And, individuals do not want to be placed in 
the position of having to cope with someone's "psy- 
chological skeleton." Consequently, the tendency to 
avoid or to appear indifferent toward suicide occurs. 
Hopefully with information and the development of a 
caring, responding attitude, the University commur 
nity can respond to individuals who are suicidal in a 
positive and confrontive manner. And, this same car- 
ing can also be shown to the survivors indicating that 
there are those who care. 
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